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1. HISTORY: This issue publishes a revision of this publication. Because
the publication has been extensively revised, the changed portions have not
been highlighted.

*This pamphlet supersedes DENTAC Pam 40-5-1, 17 January 1996



DENTAC Pam 40-1 25 September 1998

2. PURPOSE: To implement current Office of the Surgeon General (OTSG), U.S.
Army Dental Command (DENCOM), and U.S. Army Dental Activity (DENTAC) Policy
on Infection Control and Exposure Control. To provide a teaching, training,

and operational guide for safe infection control practices at all dental

facilities. The goal of any such program is to protect patients and staff by

reducing potential pathogens and creating a barrier system to minimize

exposure and cross contamination.

3. REFERENCES: See appendix A for references.

4. EXPLANATION OF ABBREVIATIONS AND TERMS: Abbreviations and special terms
used in this publication are found in the glossary.

5. SCOPE: The provisions of this pamphlet are applicable to all personnel
assigned or attached (including volunteers) to the USA DENTAC, Fort Huachuca,
Arizona.

6. RESPONSIBILITIES: Infection control is the obligation of all that work
within U.S. Army dental facilities. Direct responsibilities include:

a. Commander: Direct the establishment of infection control operating
procedures commensurate with current regulations, guidelines, and directives
of OTSG and DENCOM.

b. Chairman of the Quality Improvement (QI) Committee: Guide and monitor
infection control practices within the dental activity through the QI
Program.

c. DENTAC Infection/Exposure Control Officer:

(1) Institute and revise as necessary the Infection Control and
Exposure Control Plans.

(2) Serve as the commander's consultant in areas of infection
control.

(3) Direct the monitoring of infection control at the clinic level.
(4) Receive status reports through Team Leaders' input.

(5) Direct training to ensure safety and compliance with standards of
infection control for all members of the dental activity.

(6) Modify or extend procedures to meet the current governmental and
professional guidance for infection control.

(7) Provide input on infection control practices to the QI Committee.

(8) Ensure investigation of all exposure incidents. Document the
review and any recommendations through QI Committee or Risk Management.

(9) Represent Dental Activity on hospital Infection Control Committee
(AR 40-68).

d. Officer-in-Charge (OIC):

(1) Ensure personnel assigned to clinics are thoroughly knowledgeable
concerning current infection control policies and procedures.

(2) Ensure that all assigned personnel follow current infection
control and safety practices.

(3) Support the team leaders in the performance of their
infection/exposure control duties.
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(4) Classify all clinic personnel according to levels of risk of

exposure as defined in OSHA guidelines (appendix C).
e. Team Leaders and Team NCOs:

(1) Monitor and inspect all aspects of infection and exposure control
procedures to ensure compliance. Work closely with OIC to obtain their goal.
Document monitoring and evaluation of work practice and engineering controls
and adjust policies as needed.

(2) Train personnel regularly.

(3) Keep a training log in accordance with regulatory guidance.

(4) Provide information (monthly infection control checklists)
(appendix U) to the Infection Control Officer.

f. Team Non-Commissioned Officer-in-Charge (NCOIC):
(1) Ensure personnel are thoroughly knowledgeable with policies and
procedures as they relate to infection control. Provide instruction as
needed.

(2) Monitor and inspect procedures to ensure they are being carried
out.

(3) Work with Team Leader and Infection Control Officer to ensure
compliance with policies and procedures.

(4) Maintain a listing of personnel which delineates team personnel
into work categories according to OSHA guidelines (appendix C). Provide list
to OIC as needed to maintain accuracy of DENTAC roster.

g. Dental Laboratory Officer: Monitor and ensure compliance with
clinical prosthodontic and laboratory infection control procedures.

h. Dental Laboratory Manager: Monitor and practice all aspects of
infection control in the dental laboratory setting. Ensure others using the
laboratory are following recommended infection control practices.

i. Dental Care Providers:

(1) Follow infection control procedures.
(2) Use universal precautions and barrier techniques.

(3) Sterilize and maintain equipment in accordance with prescribed
standards (TB MED 266).

(4) Obtain/maintain vaccination against Hepatitis B. (Mandatory for
military and for civilian employees hired after 1 January 1997. Strongly
encouraged for all other civilians.)

(5) Report through the appropriate supervisory chain all injuries
involving sharps or other exposures to potentially infectious body fluids.

See (appendix T) Percutaneous (Needlestick) Injury Procedures.
7. SAFETY.
a. Safety and infection control always go together.

b. Safety is important for all members of the Dental Care Team, but is
also a must for the patients' protection.

DENTAC Pam 40-1
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c. Needle/sharps injuries are a major area for safety concern. Use
special care in handling and disposing. If authorized to recap needles,
never recap by hand, cotton pliers are ideal for holding the needle cover
during recapping or use a scoop technique. Protect employees, patients and
housekeeping personnel. Always use the provided puncture resistant
containers to dispose of needles/sharps. Follow established protocols for
obtaining proper treatment should an injury occur. See appendix T.

d. Use extreme caution when disinfecting electrical equipment. Do not
allow disinfectant liquids to flood internal aspects.

e. Accidents are preventable. Clear thinking and planning assist in
assuring safety. When in doubt, ask for clarification or instruction.

8. INFECTION CONTROL: Infection control impacts on all personnel and all
clinical and laboratory procedures. It is a complex topic. The basic goal

of an infection control program is to prevent cross contamination between
patients and health care providers (patient to health care worker, health
care worker to patients, and patient to patient). Because any Standard
Operating Procedure (SOP) for infection control must cover vast areas of
information, there is a potential for "information overload." This SOP will
present a topographical overview of all aspects of infection control. Each
area will be addressed briefly. Specific, more detailed information will be
presented by referring the reader to an appendix after each topical area has
been addressed. It must be clearly understood that all personnel are
responsible for all the information.

9. RISK, SUSCEPTIBILITY, AND MODES OF TRANSMISSION: Diseases can be
transmitted by blood and saliva. The mode of transmission may vary from

direct sharp instrument injury (most implicated) to aerosols (lease

implicated) (appendix B).

10. CLASSIFICATION OF PERSONNEL AND TASKS: OTSG policy requires that all
personnel working within the DENTAC be classified according to the level of

risk of exposure to blood or other potentially infectious material (OPIM)

that they are subject to while in the work environment. This requirement is

in keeping with OSHA guidelines that require that tasks performed in dental

clinics be evaluated and classified categorically (appendix C).

11. METHODS OF COMPLIANCE: Universal precautions, engineering controls and
work practice controls will be used to minimize or eliminate employee

exposure to bloodborne pathogens. Appendices D through S describe these
controls in detail. It is the responsibility of all key personnel to monitor

these controls and identify changes that will improve employee protection.

a. Personal hygiene (appendix D):

(1) Wear a clean uniform daily. Change if soiled. Protective
garments may be worn over uniforms, but other personal clothing should not be
worn over protective garments (e.g., sweaters).

(2) Keep hair short and neat. Hair may be covered if extended
periods of exposure to body fluids is anticipated (e.g., aerosols).

(3) Do not wear jewelry on the hands or wrists while providing
patient care or performing laboratory procedures.

(4) Wash hands before and after patient care, before eating and
before leaving the clinic. Use anti-microbial soap. No bar soap should be
used anywhere in the facility. Consult TB MED 266 or appendix E for
handwashing techniques.

b. Face masks (surgical masks), eye protection, and gloves. Surgical
masks, protective garments (scrubs), and eye protection will be worn during
patient care and clean up procedures when spatter from contaminated materials
is anticipated, during handpiece maintenance procedures and during specified
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laboratory procedures. Gloves will be changed between every patient.
Surgical masks should be changed frequently as per appendix F guideline
instructions. Eyewear must be cleaned between each patient. Face shields
make excellent substitution for eyeglasses but do NOT substitute for surgical
masks when dealing with aerosols (appendix G).

c. Control of dental treatment aerosols. Even though much effort and
time is devoted to the sterilization/disinfection of instruments and
surfaces, it is also important to prevent the formation and spread of dental
aerosols (appendix G).

(1) The use of three 10-second rinses with an anti-microbial
mouthwash has been shown to temporarily reduce oral microbe counts by 97
percent.

(2) Use arubber dam whenever possible.
(3) Use high speed, high volume suction.

(4) Polish with rubber points and finishing burs, not bristle
brushes.

(5) Hand scaling produces less aerosols than sonic or ultrasonic
scalers.

(6) Wear proper personal protective equipment when working on all
patients: Masks, gloves, gowns/smocks, and eye protection when splash is
anticipated.

(7) Cover ultrasonic instrument cleaners while they operate.

(8) No eating or drinking in the laboratory or clinic operating
areas. No smoking anywhere in the clinic.

d. Infection control for patient treatment (appendix H).

(1) There are multiple important aspects to infection control before,
during, and after patient care.

(2) Perform pre-care. Evaluate the medical status and history of
patient.

(3) Keep immunizations current. Hepatitis B immunization or acquired
immunity is mandatory for military and for civilian employees hired after 1
January 1997. Strongly recommended and available for all other civilians.

(4) Follow prescribed procedures. Prescribed engineering and work
practice controls are present for the protection of both the patient and the
employee.

(5) Sterilize and/or disinfect surfaces and eugipment as described.
(Appendix I; TB MED 266, 31 May 1995).

e. Sterilization of handpieces, scaler tips and three-way air/water
syringe tips.

(1) Sterilization of handpieces, three way air/water syringe tips and
scalers or scaler tips is mandatory. It is extremely important that the
manufacturer's instructions be followed to the letter. NO MAINTENANCE STEP
SHOULD EVER BE OMITTED, especially lubrication requirements. Failure to
properly maintain handpieces that are sterilized, represents failure in job
performance, is potentially very costly and could result in a compromised
dental mission. It is understood that increased maintenance requirements
will take time to perform to the high level of excellence required to keep
sterilized handpieces operating effectively.
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(2) Handpiece sterilization policy:

(a) All high-speed handpieces will be sterilized between patients by
acceptable methods (steam under pressure, chemical vapor, dry heat).

(b) All slow speed handpiece motors of one-piece design that enter
the oral cavity will be sterilized between patients by acceptable methods.

(c) All slow speed motors utilizing removable sleeve/contra-angle
design should be sterilized between patients by acceptable methods whenever
possible or use the procedure in paragraph (d).

(d) Alternate sterilization procedures for slow speed handpiece
motors:

1 At the beginning of the patient treatment day, a sterilized motor
will be attached to the dental unit.

2 The motor will be covered with an appropriately designed barrier
protection sleeve.

3 Sterilized attachments will be used during patient treatment.

4 Removal of the attachments and barrier protective device after
treatment will be accomplished in such a way as to ensure no contamination of
the slow speed motor occurs.

5 Proper aseptic technique will be followed when placing the new
barrier for subsequent patients. If any doubt exists as to possible
contamination of the motor, it should be removed and replaced with a sterile
motor.

6 The motor will be cleaned and sterilized at the end of the patient
treatment day according to the manufacturer's instructions.

7 Chemical disinfection of slow speed motors between patients is NOT
ACCEPTABLE! Barrier protection is the only method allowed.

f. Surface disinfection (appendix I):

(1) Itis important to disinfect the dental chair, bracket table,
cuspidors, counter tops, cart tops, instrument trays, handpiece holders, air
drive hoses, three-way air/water syringe handles, light handles, etc. between
each patient and at the end of the patient treatment day.

(2) Recent developments in disinfection agents indicate that several
agents have been accepted by the Environmental Protection Agency as
intermediate and high level agents. Each agent has special instruction on
mixing, shelf life, surface contact time (3 to 10 minutes), and handling
characteristics, etc.

(3) It must be understood that each agent has advantages and
disadvantages. Agents must be correctly used. For example, an agent
requiring 10 minutes to act cannot be used for only 3 minutes. Agents should
be chosen intelligently. For example, if one material shows a distinct
advantage in disinfecting dental impressions but another agent which damages
the impression is chosen because it "smells nice," that would be a poor
choice.

(4) Spraying is the best surface wetting method. Although in hard to
reach areas, spraying on an applicator then wiping may be the only
controllable method of application. When using spray bottles, a stream
should be produced, not an aerosol.
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(5) Failure to follow the manufacturer's instructions may affect the
efficacy of any agent! All Hazard Communication and chemical safety data
must be followed.

(6) Acceptable surface agents are subject to approval by the DENTAC
commander.

g. MEDCOM/DENCOM Guidelines for the care of Human Immunodeficiency Virus
(HIV) infected patients and oral problems related to HIV infection (appendix
J).

h. Dental laboratory infection control (appendix K):

(1) Prosthodontic procedures--Impression and prosthetic devices
require disinfection before these items are taken to the production area of
the laboratory.

(2) Infection control procedures are specific for handling of
impressions, prosthetics, casts, etc. Handle equipment and supplies
appropriately.

i. Dental radiology: Procedures for infection control must also be
followed in dental radiology areas (appendix L).

j- Daily checklists for infection control. These or other local lists
should be readily available as applicable in the bay area, lab, or radiology
area, preferably where health care workers can readily refer to these basic
guidelines.

(1) General checklist for all clinical patient care sections
(appendix M).

(2) Radiology checklist (appendix N).
(3) Laboratory checklist (appendix O).

k. Specific information concerning the management of shrps in the dental
environment (appendix P).

I. Medically regulated waste (appendix Q). Also see AR 40-5 and
Federal/State Environmental Protection Agency (EPA) regulations, and MEDDAC
Regulation 40-131.

m. Guidelines concerning Tuberculosis in the Dental Health Care Facility
(appendix R).

n. Latex allergy policies and recommendations (appendix S).

0. The bloodborne pathogen standard (29CFR 1910.1030).
12. HOUSEKEEPING.

a. A schedule of routine cleaning will be established and maintained for
each clinical area based on location, type of surface, type of soil and tasks
or procedures performed in that area.

b. All bins, pails, cans and similar receptacles intended for reuse which
have a reasonable likelihood for becoming contaminated with blood or OPIM
shall be inspected and decontaminated on a regularly scheduled basis. They
shall be cleaned and decontaminated immediately or as soon as possible upon
visible contamination.

13. HEPATITIS B VIRUS VACCINE AND POST EXPOSURE EVALUATION:
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a. The Hepatitis B virus (HBV) vaccine is mandatory for all military
personnel and civilian personnel hired after 1 January 1997. Itis
recommended and provided without charge to all other civilian employees and
volunteers who may have occupational exposure to bloodborne pathogens. Post
exposure evaluation and follow-up will be provided to all employees who have
an exposure incident.

b. Medical evaluations and procedures involving the hepatitis B vaccine
and post exposure evaluations and follow-up will be:

(1) Made available at no cost to the employee.
(2) Made available at a reasonable time and place.

(3) Performed under the supervision of an appropriate health care
professional.

(4) Provided according to the recommendations of the U.S. Public
Health Service.

c. Hepatitis B vaccination shall be made available after the employee has
received training in occupational exposure and within 10 working days of
initial assignment to occupational exposure. Hepatitis B vaccination shall
be made available to all employees who have occupational exposure; unless the
employee has previously received the complete hepatitis B vaccination series,
antibody testing has revealed that the employee is immune, or the vaccine is
contraindicated for medical reasons. Participation in a prescreening program
shall not be a prerequisite for receiving the vaccination.

(1) All employees who decline the Hepatitis B vaccination shall sign
the OSHA required waiver indicating their informed refusal. If the employee
decides at a later date, while still covered by the standard, to accept the
vaccination, the vaccination shall be made available. See 29 CFR 1910.1030
for the proper format for the declination form.

(2) All future recommendations concerning the Hepatitis B vaccination
made by the U.S. Public Health Service shall be followed.

d. All exposure incidents shall be reported, investigated, and
documented. The Exposure/Infection Control Officer or the Risk Management
Officer must report the results of the investigation to the Quality
Improvement Committee. Following the report of an exposure incident, the
exposed employee shall immediately receive a confidential medical evaluation
and follow-up, including at least:

(1) Documentation of the route of exposure and the circumstances of
the incident.

(2) Identification and documentation of the source individual, unless
that identification is unfeasible or prohibited by state or local laws.

(3) The source individual's blood shall be tested as soon as
possible. Consent may be required from the source individual. If consent is
not obtained, it must be documented in the evaluation report. When the
source individuals consent is not required by law, the source individuals
blood shall be tested as soon as possible.

(4) When the source individual is already known to be positive for a
bloodborne pathogen, testing for that source individual need not be repeated.

(5) Results of the source individual's testing shall be made
available to the exposed employee. The employee shall be informed of
applicable laws and regulations concerning disclosure of the identity and
infectious status of the source individual.
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(6) The exposed employee's blood shall be collected as soon as
possible and tested after consent is obtained (where law requires consent).

(7) The employee will be offered the option of having their blood
collected for testing for the HBV and HIV serological status. If the
employee does not desire testing, the blood will be preserved for up to 90
days in case the employee changes his mind.

(8) The following information must be provided to the health care
provider who is responsible for the Hepatitis B Vaccination and Post Exposure
Follow-up Program:

(@) A copy of 29 CFR 1910.1030.

(b) A written description of the exposed employee's duties as they
relate to the exposure incident.

(c) Written documentation of the route of exposure and the
circumstances under which the exposure occurred.

(d) Results of the source individual's blood testing (if available).

(e) All medical records relevant to the appropriate treatment of the
employee including vaccination status.

(9) The written opinion of the health care provider shall be obtained
within 15 days. A copy of this report must be given to the employee. The
report will consist of:

(@) The health care provider's written opinion for HBV vaccination
shall be limited to whether HBV vaccination is indicated, and if that
employee has received such vaccination.

(b) The health care provider's written opinion for post exposure
follow-up shall be limited to:

1 A statement that the employee has been informed of the results of
the evaluation.

2 A statement that the employee has been told about any medical
conditions resulting from exposure to blood or other potentially infectious
materials which require further evaluation or treatment.

DENTAC Pam 40-1

3 ALL OTHER FINDINGS OR DIAGNOSIS SHALL REMAIN CONFIDENTIAL AND SHALL

NOT BE INCLUDED IN THE WRITTEN REPORT.

e. Standard safety and accident reporting documents and other OSHA
accident information shall also be completed as applicable on all exposure
incidents. See appendix T.

f. The occupational health or preventive medicine section of local
medical facilities is a point of contact on the health care and reporting
requirements of exposure incidents.

14. LABELS AND SIGNS:

a. The universal biohazard labels, signs, or colors must be used on all
containers of regulated waste, refrigerators and freezers or other cabinets
where blood or other potentially infectious material is stored and other
containers used to store, transport, or ship blood or other potentially
infectious materials.

b. Blood products released for transfusion or other clinical use are
exempted from these labeling requirements.
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c. Equipment that cannot be decontaminated needs to be properly labeled
before turn-in or maintenance procedures.

15. INFORMATION AND TRAINING: The Dental Activity Infection/Exposure
Control Officer shall oversee all training. It will cover the required

subjects listed in 29 CFR 1910.1030. A question/answer or interactive

training period must be included and documented on training in exposure
control/OSHA standards. Other training in infection control should be
conducted as needed. The level of infection control training and content

will be determined by evaluations of clinical operations based on DENCOM
policy, Command Inspection Programs, and professional organizations' current
guidance (American Dental Association, Centers for Disease Control and
Prevention, etc.). New employees must receive proper training and HBV
vaccination information within 10 days of employment. Training in infection
control and OSHA compliance for new employees is mandatory. Separate records
of the new employee training should be kept for 3 years.

16. RECORDKEEPING.

a. Medical records will be established for each employee with
occupational exposure potential. They may be kept and maintained by the
clinic, DENTAC, or the health care facility providing the medical care for
the dental facility. They must be available for the employee and kept in
accordance with OSHA Standard 29 CFR 1910.30. These records shall be kept
confidential and maintained for the duration of employment plus 30 years.

The records will include:

(1) Name and social security number of employee.

(2) Copy of the employee's HBV vaccination status, including any
vaccination dates.

(3) A copy of all results of examinations, medical testing, and
follow-up procedures.

(4) A copy of the information provided to the health care provider,
including a description of the employee's duties as they relate to any
exposure incident, documentation of routes of exposure and circumstances of
any exposure incident.

b. Training records will be maintained for 3 years from the date of
training and shall include:

(1) Date of training session.

(2) Outline of material presented.

(3) Name and qualification of trainer.

(4) Name and job title of persons attending the training.
17. EVALUATION AND REVIEW: The DENTAC Infection Control/Exposure Officer
shall conduct a review on an annual basis of the Infection Control/Exposure
Control Program. Review of the effectiveness of the program and updating the
program as needed is mandatory.

18. DATES OF IMPLEMENTATION: All provisions required by the OSHA Standard
29 CFR 1910.1030 will be implemented by the effective date of that document.
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The proponent of this publication is the Infection Control Officer. Send comments and suggested
improvements on DA Form 2028 (Recommended Changes to Publications and Blank Forms) to Commander,
U.S. Army Dental Activity, ATTN: Infection Control Officer, Fort Huachuca, AZ 85613-7040.

/[Original Signed By//

HARLAND G. LEWIS, JR.
Colonel, Dental Corps
Commanding

DISTRIBUTION:

DSBJ-CDR -1
DSBJ-RDC -6
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Appendix B
RISK, SUSCEPTIBILITY AND MODES OF TRANSMISSION

1. Risk and Susceptibility: There are many serious diseases that are
transmitted by saliva and blood. The susceptibility to infections depends

upon their concentration and virulence. Some of the high-risk groups include
Hepatitis B, tuberculosis, herpes and many other virulent, viral or spore-
forming bacterial infections. Some of the diseases that are less susceptible

to transmission but which are no less dangerous include HIV, syphilis,
measles, mumps, and other fairly fragile organisms. Spore-forming bacteria
and some viruses remain inert on surfaces for long periods of time and become
active when the appropriate hosts or host conditions are present.

2. Modes of Transmission: The various modes of transmission of infectious
diseases are listed below:

a. Direct percutaneous inoculation by needle or sharp object. This is
the most common mode of actual transmission.

b. Non-needle percutaneous inoculation resulting from scratches, scrapes,
burns or dermatitis on the skin. Even indiscernible nicks or cuts have been
incriminated in disease transmissions thus providing ample justification for
consistently wearing gloves during patient treatment.

c. Introduction of blood, serum, or infective secretions onto mucosal
surfaces. The risk of this type of exposure may be lessened most efficiently
by wearing face protection (glasses with side shields or face shields and
surgical masks) to stop splatter contamination of the eyes, mouth, and nose.

d. Indirect transfer of infective serum via environmental surfaces. This
mode is one of the least efficient of all, but hepatitis B virus does survive
for considerable periods of time after drying on inanimate surfaces. Thorough
disinfecting of work surfaces and disposable barrier techniques such as
aluminum foil or plastic wrap on hard to clean surfaces will keep this risk to
a minimum.

e. The last method of transmission is aerosol transmission and splatter.
This is the least implicated system. It can be controlled by having the
patient rinse, using high speed evacuation, using a rubber dam, use of mask
and glove barriers and avoiding the use of brushes in polishing.

B-1
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Appendix C

CLASSIFICATION OF PERSONNEL AND TASKS ACCORDING TO LEVELS OF RISK OF EXPOSURE
AS DEFINED IN OSHA GUIDELINES

1. OTSG policy requires that all personnel working within the Dental Activity
be classified according to the level of risk of exposure, which they are

subject to in the work environment. This requirement is in keeping with OSHA
guidelines requiring that tasks performed in dental clinics be evaluated and
classified into one of the below listed categories.

a. Category 1. Tasks that involve exposure to blood, body fluids or
tissues. All procedures or other job-related tasks that involve an inherent
potential for mucous membrane or skin contact with blood, body tissues or
fluids, or a potential for spills or splashes, are category 1 tasks. Use of
appropriate protective measures are required for every employee engaged in
category 1 tasks. Most, although not necessarily all, tasks performed by the
dentist, hygienist, dental assistant, radiology technician, and some
laboratory technicians would fall into this category.

b. Category 2: Tasks that involve no exposure to blood, body fluids or
tissues, but exposure or potential exposure to blood may be required as a
condition of employment. Appropriate protective measures are readily
available to every employee engaged in category 2 tasks. Clerical or
nonprofessional workers who may as a part of their duties, help clean up the
dental operatory, handle instruments, or patient materials to be sent to
dental laboratories would be classified as category 2. TASKS THAT PLACE A
CATEGORY 2 EMPLOYE AT RISK MUST BE IDENTIFIED.

c. Category 3: Tasks that involve no exposure to blood, body fluids or
tissues. The normal work routine involves no exposure to blood, body tissues
or fluids. Personnel who perform these duties are not called upon as a part
of their employment to perform or assist in emergency medical care or first
aid or to be potentially exposed in some other way. A receptionist or clerk
who does not handle dental instruments or materials
would be a category 3 worker.

NOTE: These classifications are not rigid and there may be crossover,
depending on the job performed.

2. Examples of Classifications:

a. Category 1. Dentist, hygienist, dental assistant, laboratory
technician.

b. Category 2: NCOIC, supply technician.
c. Category 3: Receptionist.

Any task related to dental assisting or operatory clean-up will require
adherence to all requirements placed on category 1 personnel.

SUPPLY TECHNICIAN: Any task related to handling potentially contaminated
equipment will require adherence to all requirements placed on category 1
personnel.
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Appendix D
PERSONAL HYGIENE

1. Clothing: Protective uniforms (scrubs) should be changed daily. They
should be capable of withstanding frequent and multiple washing. They should
be made from cotton/synthetic blends or synthetic materials, which retain

fewer microbes and last longer than 100 percent cotton fabrics. Uniforms
designated as PROTECTIVE garments must be kept at the place of duty. Wearing
a protective garment at home at the end of the day may bring unwanted micro-
organisms into a household, especially to susceptible children. The choice of
sleeve length and other body coverage is defined by the procedure being
performed, no one garment or policy can cover all clinical areas or

procedures. OSHA regulations are very specific and should be consulted to
help make the final decision on types of personal protective garments being
worn. OSHA regulations require employees to remove or cover protective
garments before leaving the work area. Saliva, water aerosols, and blood
easily soil garments after limited use and make the protective garment highly
contaminated. It makes little sense to sterilize, disinfect, and treat

instruments and work surfaces and yet wear grossly contaminated clothing.
Additional personal clothing must NOT be placed over protective garments, e.g.
sweaters. Protective garments CAN be worn over uniforms or other clinic
attire.

2. Hair Style: All personnel should have well managed hair, preferably
short. Long hair should be kept in a bun or otherwise restrained or covered.
Hair is a body surface area potentially exposed to aerosols or splatter.

3. Jewelry: Jewelry on the hands and wrists will not be worn during patient
treatment or clean up procedures because they offer protection to microbes and
interfere with hand and arm washing. Jewelry can also compromise glove
integrity. Jewelry and watches are easily contaminated during splatter
procedures.
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Appendix E
HAND WASHING

1. Skin Flora: The skin harbors two types of flora, resident and transient.
Resident organisms can survive and multiply on the skin, can be cultured
repeatedly, are usually of low virulence and are not easily removed.
Conversely, transient bacteria do not readily survive and multiply on the skin
and are not firmly attached. It has been shown that the mere mechanical
action of rubbing the hands together and rinsing them under running water is
an important aspect in the removal of transient organisms.

2. Hand washing is considered to be one of the most important procedures in
preventing infections. The purpose of hand washing is to remove resident
bacteria and transient organisms acquired from contact with patients or
contaminated surfaces.

3. Any approved anti-microbial liquid soap (chlorhexidene gluconate, for
example) can achieve satisfactory results. Bar soap should be avoided as it

has been shown to harbor and even allow micro-organisms to grow and multiply.
Clinic latrines should also be provided with liquid soap, not bar soap.

4. Hand Washing techniques: A rigid hand washing policy must be followed by
all personnel involved with patient care.

a. Beginning of the work day:
(1) Remove all jewelry, check hands for cuts and abrasions.
(2) Fingernails: Fingernails must be trimmed and cleaned, utilizing
a nail cleaner. False fingernails or nail polish will not be worn.
Contamination may occur from fungal growth occurring between false and natural
nails.

(3) Scrub hands and forearms with an approved liquid soap for 2
minutes, rinse well under cool/warm water.

(4) Repeat the cleaning process twice, lathering for 10 seconds, and
rinse thoroughly. Some hand cleaning agents will irritate the skin if not
thoroughly removed.

(5) Dry hands first, then forearms, with a disposable paper towel and
then use that towel to turn off faucets if they are hand controlled.

b. Between patients:

(1) Lather hands and forearms for 10 seconds, rinse, and repeat
lather step. Rinse thoroughly with cool/warm water.

(2) Dry hands first, then forearms, with a disposable paper towel and
then use that towel to turn off faucets if they are hand controlled.

¢. Surgical scrub:

(1) Remove all jewelry and clean fingernails with a clean
plastic/wood stick. Examine hands for cuts and abrasions.

(2) Scrub nails, hands and forearms with an anti-microbial soap and a
sterile brush or sponge for 7 minutes, using multiple scrub and rinse cycles.

(3) Rinse hands and forearms with cool water, starting at the
fingertips and keeping your hands above the elbows. Let the water drip from
your elbows, not your hands.
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(4) Dry with a sterile towel beginning with your hands and working
toward your elbows.

(5) Apply gloves in an aseptic manner.

d. Repeat Hand Cleansing: Between patient appointments, before handling
records, before lunch, after a break in routine, and before leaving the
clinic. Always wash hands after removing gloves. Possible contamination
through the gloves and rapid multiplication of bacteria under gloves makes
this step in hand care the most important. Anti-microbial soaps help keep the
multiplication of bacteria under gloves to a minimum.
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Appendix F

PERSONAL PROTECTIVE EQUIPMENT

1. Facemasks should be worn by all personnel at all times when treating
patients and during operatory and instrument clean up, when spatter from
contaminated materials is anticipated. Masks should provide a 95 percent
filtration rate of particles 3-5 microns in diameter. It is desirable to

change to a fresh mask on each patient. Masks may not be worn out of the work
area. Masks may be worn on successive patients as long as:

a. Masks are not touched after the hands have been prepared for
treatment.

b. Masks are changed reasonably often or when compromised.

c. Masks should always be changed between patients after splash
procedures, such as high speed handpiece use or low speed prophy polishing.
These procedures spray moist debris, thereby providing a mode of transmission
through the masks.

d. Face shields are not substitutes for masks, but are acceptable
substitutes for glasses.

2. Eye Protection (Safety Glasses or Face Shields): Eyeglasses with solid

side shields should be worn by all personnel when splatter or spatter is
anticipated when treating patients, cleaning instruments, or during routine
cleaning to protect the eyes from aerosol droplets, splatter and flying

debris. Traditional eyeglasses offer reasonable protection; larger diameter
lenses offer better protection. Face shields offer maximum eye protection.

In addition, eyeglasses with solid side shields will be worn in the handling

of chemicals such as developing fluids, surface disinfection fluids, etc., if

the manufacturer recommends such protection. The eye can be a source of local
or systemic infections or infectious diseases may be transmitted through the
eyes. Additionally, debris can mechanically injure the eye. Consideration

should be given to covering the patient's eyes during treatment, particularly

when using the high speed handpiece. The larger the area protected, the less
risk of infection through the eyes. Eyeglasses should be washed thoroughly

with soap under flowing water following each patient treatment. The mechanics
of washing glasses with soap and copious amounts of water removes large
numbers of micro-organisms. Eye protection may be worn on successive patients
as long as:

a. The eye protection is not touched after the hands have been prepared
for treatment.

b. The eye protection is washed reasonably often, particularly following
"splash procedures.” Use an anti-microbial soap to wash eyewear.
Disinfection of eyewear should be done carefully and proper
selection of the disinfection agent is essential to prevent damage to the
frames and lenses.

3. Gloves can play a significant role in the prevention of cross-

contamination during all dental procedures. They protect the wearer by
keeping micro-organisms out of cuts, abrasions and breaks in the skin. Hand
cleanliness is extremely important when gloves are worn because bacteria can
multiply rapidly in the warm, moist environment inside gloves. Gloves must be
changed between patients. Hand washing should be repeated before applying new
gloves and after removing gloves. Clean exam gloves should be used for all
procedures where sterile surgeon's gloves are not required for sterile fields.
Under no circumstances are exam or surgical gloves to be washed and reused.
Nitrile latex utility gloves should be used for instrument contact clean-up
procedures (e.g., scrubbing and autoclave bagging instruments).
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a. Personnel wearing gloves must keep fingernails trimmed short. Longer
fingernails may cut or puncture gloves.

b. Gloves should be changed often, about every hour, when worn on the
same patient and if hands perspire profusely. Perspiration may encourage
growth of microbes on the skin, which may cause irritation. Washing with
anti-microbial soap will discourage microbial growth.

c. Heavy duty utility gloves should be worn when handling contamin- ated
instruments after the patients are dismissed. These gloves should be washed
with soap and water before being removed from the hands. Rinse and dry the
gloves. The washed and dried gloves should then be sprayed with an
intermediate level disinfectant or sterilized in the autoclave.

4. All DENTAC personnel must wear the cranberry scrubs as personal protective
equipment (PPE) when involved in patient care, clean-up procedures, and some
laboratory procedures. Arm and lap coverage must be considered for procedures
involving splash, spatter, or aerosols. PPE must be changed daily or when
visibly soiled. All smocks/gowns/coats that are contaminated will be turned

in for laundering in the employee's clinic. Smocks/gowns/coats or other

personal protective clothing or equipment may not be worn outside the clinic,

in areas designated as food consumption/break areas, classrooms, meeting
rooms, offices, or any other "biologically clean" area. Protective garments

can also be covered with clean over garments, white lab coats or blue coats

for doctors, blue coats for others, to protect these areas. Ideally, personal
protective equipment should remain in the operatory.

5. Lids should be placed on ultrasonic cleaners to reduce spread of aerosols
into the dental treatment room.

6. Food and drink will not be consumed in the dental treatment area because
bacterial aerosol particles can remain airborne long after a procedure is
complete. Personal items will not be left out in patient treatment areas,
clean-up/sterilization areas or operatories.

DENTAC Pam 40-1
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CONTROL OF DENTAL TREATMENT ROOM AEROSOLS

1. Introduction: Even though much effort and time is devoted to the
sterilization and/or disinfection of instruments and surfaces to prevent
cross-contamination, it is also important to prevent disease transmission by
dental aerosols. Aerosols in the work environment present a significant
health hazard for both the DENTAC staff and patient.

2. Aerosol Management: Dental procedures usually generate aerosol particles
that are 1.3 microns and larger in diameter. These particles can remain
airborne for many hours after a dental procedure has been completed. When
inhaled, particles less than five microns in diameter can bypass the body's
protective filtering system and penetrate directly to the terminal bronchioles

and alveoli of the lungs. Their effects can be harmful and cumulative. To
reduce the potential risk to the dental staff and to patients, steps should be
taken to reduce the levels of micro-organisms in dental aerosol, minimize the
total amount of aerosols produced, and protect those persons exposed to dental
aerosols.

a. Reducing Microbial levels in dental aerosols. The daily flushing of
water lines and the installation of anti-retraction valves will reduce
microbial levels in the dental unit water supply. In addition, it has been
shown that patients who brush their teeth or rinse with a mouthwash before
treatment will significantly reduce the microbial concentration of their oral
flora. Three 10-second rinses can temporarily reduce a patient's oral
microbial count by up to 97 percent. A rubber dam should also be used
whenever possible to reduce the microbial level of dental aerosols.

b. Reducing aerosol production. The following techniques will aid in the
reduction of aerosol production:

(1) High volume evacuation captures aerosols.

(2) Cleaning cavity preparations with water alone, rather than a
combination of air and water sp